
planning health services. Both quan-
tity and quality could be manipulat-
ed to meet the budget and the public
would never realize until long after-
wards that they had received less of
both than they had been promised. It
could be used as a means of limiting
services as well as freezing costs. The
per capita concept should be chal-
lenged as being a third rate solution.

I trust that the Canadian Medical
Association will continue to give
leadership in its first duty, namely to
protect and encourage the high qual-
ity of care received by our patients.

Clarence J. Houston, M.D.
Yorkton, Sask.

Atraumatic endotracheal tube
To the Editor:
Tracheal stenosis is a serious com-
plication that may follow prolonged
assisted respiration. It has been sug-
gested that the stenosis may be the
consequence not so much of the in-
flated cuff on the tube as of the
accumulation of infected and/or cor-
rosive debris which collects at the
upper and lower margins of the inflat-
ed cuff.
Those who have used the atraumat-

ic endotracheal tube which I de-
scribed first in the Lancet in 1968 and
in the Journal in 1970 (Can Med
Assoc J 102: 875, 1970) have been
impressed with how much debris col-
lects in the base of the valve. It would
seem reasonable to assume that a
similar collection accumulates
around the inflated cuff and that this
accumulation remains when the cuff
is deflated and withdrawn.
To study this possibility I con-

structed a model consisting of a plas-
tic trachea and bronchi with "lungs"
to provide elastic recoil. The model
was based upon the device used in the
first aid training oforal resuscitation.
The model was intubated using a

cuffed tube and then connected to a
ventilator, or pneumoflator. The ac-
tual pressure in the inflated cuff was
measured by attaching it to a mercury
manometer. These recordings alone
were worth while and prompted me to
consider advocating such pressure
measurements in routine anesthetic
work. Varying amounts of mucus and
stomach contents were introduced in-
to the "trachea". The object was to
study what happened to such foreign
matter during prolonged assisted ven-
tilation.

It was found that even very high
pressures in the inflated cuff do not
exclude mucus or gastric content. In-
variably, a ring of accumulated debris

settled around the cuff. When the
atraumatic endotracheal tube was
used, a modest amount got past into
the "lungs" but the remainder settled
in the base of the valve, not in contact
with the trachea.

Noel Jackson, M.B.
Rosetown, Sask.

The oldest profession?
To the Editor:
I believe that Dr. Gough (Can Med
Assoc J 106: 305, 1972) is in error
in accepting Dr. Jim Melvin's sug-
gestion that psychiatry is the oldest
profession because in the beginning
all was chaos. The chaos was ob-
viously the work of the politicians
and therefore they have a legitimate
claim to being the oldest profession.

F. W. Hanley, M.D.
750 West Broadway,
Vancouver 9, B.C.

Non-traumatic gas gangrene: report
of a case with long term survival
To the Editor:
Gas gangrene is usually the result of
local trauma to muscle with the intro-
duction of Clostridial organisms at
the wound site. Rarely, non-traumat-
ic gas gangrene may occur in elderly
debilitated individuals because of the
hematogenous spread of organisms
from ulcerating lesions of the gas-
trointestinal, biliary or genitourinary
tracts. None of the latter cases have
survived for an appreciable length of
time. This is a report of long-term
survival in a case of nontraumatic gas
gangrene in an otherwise healthy
woman with chronic idiopathic gra-
nulocytopenia.
Case report:

This 40-year-old white woman had
enjoyed good health except for an
episode of urticaria in her teens when
a leukocyte count of 1700 was discov-
ered. At 1:00 a.m. on August 23,
1969, she was awakened by pain in
her right thigh which increased stead-
ily through the night. There was no
history of trauma. When examined at
7:00 a.m. she was toxic-looking and in
great distress. The temperature was
98.6° F., pulse 150, blood pressure
130/90. The general physical exami-
nation was unremarkable except for
scattered patches of vitiligo. The pa-
tient was menstruating. The right
thigh was swollen with a circumfer-
ence of 19 in. compared to 18 in. on

the left. The skin of the right leg was
intact and normal in color. Tender-
ness and subcutaneous crepitus were
noted at the junction of the middle
and lower thirds of the anterior sur-
face of the right thigh.
Hemoglobin was 14 g. %, leukocyte

count was 2700. The roentgenogram
of the right thigh (Fig. 1) confirmed
the presence of interstitial gas. A
needle aspirate of the affected area
yielded 0.5 ml. of serosanguineous
fluid which demonstrated plump
gram-positive rods with rounded
ends and rare free ovoid spores.
These organisms were subsequently
identified as Clostridium perfringens
et septicum by culture techniques.

Despite the immediate administra-
tion of penicillin and polyvalent anti-
gas gangrene antiserum, by 1 1:00
a.m. the skin over the entire anterior
surface of the right thigh was tense,
yellow, and surrounded by an irregu-
lar blue border. Crepitus was present
in the underlying tissues. Because of
the rapid course of the infection the
patient was taken at once to the oper-
ating room for debridement. Under
general anesthesia the anterior com-
partment of the thigh was opened and
the entire muscle mass was noted to
be devitalized with bubbles of gas

FIG. 1-Roentgenogram of the right thigh
demonstrating interstitial gas.

C.M.A. JOURNAL/APRIL 22, 1972/VOL. 106 863



DIA[3ETA~
(Glyburide Hoehs)

Composition: Glyburide 5 mg. indiostions:
Uncomplicated diabetes mellitus of the stable,
mild, non-ketotic, maturity-onset type not con-
trolled by diet alone. DIABETA therapy may
be attempted in patients who have failed to
respond to or cannot be maintained on other
sulfonylureas. Containdlcatlons: Severely
brittle and juvenile diabetes, severe ketosis,
acidosis, coma, severe Infections, trauma, sur-
gery, frank jaundice and liver disease, severe
renal Impairment, pregnancy and pre-existing
complications peculiar to diabetes. Procau-
tions: Careful selection of patients is impor-
tant. It Is Imperative that there be rigid
adherence to diet, careful adjustment of
dosage, Instruction of the patient on hypogly-
comic reactions and their control and regular
follow-up examinations. Administer with or
immediately after a meal, lunchtime for pa-
tients eating a light breakfast. The possibility
of hypoglycemia should be considered when
certaln long-acting sulphonamides, tuberculo-
statics, phenylbutazone, monoamine oxidase
Inhibitors or coumarin derivatives are adminis-
tered simultaneously. Intolerance to alcohol
rarely occurs. Periodic liver function tests and
peripheral blood counts are advisable. Use
sedatives cautiously In patients receiving oral
hypoglycemic agents since their action may
be prolonged. Administer oral hypoglycemic
agents with caution to patients with Addison's
disease. The effects of oral hypoglycemic
agents on the vascular changes and other
long-term sequels of diabetes are not known;
patients receiving such drugs must be very
closely observed for both short- and long-term
complications. Adver reactions: Allergic skin
reactions Including photosensitivity, pruritus,
headache, tinnitus, fatigue, malaise, weakness,
dizziness have been reported in a small num-
ber of patients. Hypoglycemic reactions are
Infrequently observed. Overdosage: Symp-
toms: Manifestations of hypoglycemia Include
sweating, flushing or pallor, numbness, chilli-
noss, hunger, trembling, headache, dizziness,
Increased pulse rate, palpitations, increase In
blood pressure, apprehensiveness and syncope
In the mild cases. In the more severe cases,
coma appears. Treatment: Administer dextrose
or glucagon and dextrose. Dosage & adminls-
tretion: Total daily dosage ranges between
5 and 20 mg. 1. Newly-diagnosed diabetics:
Initial dosage is 5 mg. daily for 5 to 7 days.
Adjust dosage by increments of 2.5 mg.
according to response. The maximum daily
dose of DIABETA is 20 mg. Occasionally,
control Is maintained with 2.5 mg. daily. Most
cases can be controlled by 5-10 mg daily given
as a single dose during or Immediately aftet
breakfast. 2. Changeover from other oral hypo-
glycemic agents: For patients on tolbutamide
I Gm. or chlorpropamide 250 mg., start on
DIABETA 5 mg. daily. The changeover at
other dosage levels follows the same ratio.
For patients on phenformin, discontinue and
start on DIABETA 5 mg. daily. Adjust dosage
according to response 3. Changeover from
insulin: Less than 20 units daily -discontinue
Insulin and start on DIABETA 5 mg. daily.
Adjust dosage according to response. Between
20-40 units of Insulin daily- reduce Insulin
by 30-50% and start DIABETA 2.5 mg. daily.
Further reduce insulin and Increase DIABETA
dosage according to response. 4. Combined
treatment with biguanides: If adequate control
becomes Impossible with diet and maximum
dose of DIABETA (20 mg. daily), control
may be restored by combining with a bi-
guanide. Maintain DIABETA dosage and add
50 mg. of phenformin. 5. Combined treatment
with Insulin: Patients with relative insulin
resistance can occasionally be more smoothly
controlled by adding DIABETA. Supply: White,
oblong, scored 5 mg. tablets Code (LDI) In
boxes of 30 and 300. Product Monograph on
request.

H HOECHST
Hoechst Pharmaceuticals,
Division of Canadian Hoechst Ltd., Montreal 383.

*3 Reg Hoechst TM 971/7002/E

present in the tissue fluid (Fig. 2). All
the tissue in the compartment was
removed except for the femoral ves-
sels and their surrounding sheath.
Upon completion of the operation
the patient was transferred from the
Jewish General Hospital to the Royal
Victoria Hospital for hyperbaric oxy-
gen therapy.

Subsequent repeated leukocyte and
differential counts demonstrated
chronic noncyclical neutropenia. A
representative leukocyte count was
2300 with 437 band neutrophils, 138
mature neutrophils, 46 basophils, 253
eosinophils, 253 monocytes, and 1081
lymphocytes. Bone marrow studies
showed granulocytic hyperplasia with
maturation arrest. Serum folate and
B12 levels were normal. There was no
evidence of diabetes mellitus and
quantitative IgA, IgG, and IgM
studies were normal.
The gas gangrene infection was

controlled but the patient's course
was complicated by chronic recurrent
local infection which progressed to
femoral osteomyelitis despite repeat-
ed debridement and antibiotic thera-
py. A high amputation of the right leg
was performed on March 3, 1970
followed by secondary closure of the
stump.

Discussion:
The few reports of non-traumatic gas
gangrene of a limb in the literature
describe patients over 70 years of age,
many of whom had cancer for which
they were receiving chemotherapy." 2
These drugs had induced leukopenia
in many of the patients suggesting
that the relative absence of neutro-

phils may predispose to Clostridial
infections. Against this is the fact that
not all of the previously reported
cases had granulocytopenia. There is
little evidence at present to indicate
that the neutrophil plays a significant
role in defense against Clostridial in-
fections.3 4 Our patient did not have
a history of repeated infections, sug-
gesting that the neutropenia was not
significant, nor could a primary site
of Clostridial invasion be found.
The most striking aspect of this

case is the fact that the patient is alive
and well two years after the acute
episode. To our knowledge this is the
only case with a long-term survival.
This may be due to the relative youth
of this woman compared to the age
of previously reported cases, as well
as to the prompt diagnosis and early
treatment she received.
M. A. Kapusta, M.D., C.M., F.R.C.P.[C], F.A.C.P.

J. Mendelson, M.D., C.M., FR.C.P.[C]
P. Niloff, M.D., C.M., F.R.C.S.[C], F.A.C.S.

Departments of Medicine and Surgery,
Jewish General Hospital,
Montreal.
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FIG. 2-Photomicrograph (magnification x 100) of resected muscle demonstrating
displacement of muscle by gas bubbles.
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